Zevin et al. created a comprehensive skills curriculum for bariatric surgery to address cognitive, technical, and nontechnical skills and assessed the curriculum's effectiveness in their residency program [1] . Using a single-blinded, randomized controlled design, they allocated 20 intermediate-level residents either to an intervention group that trained to proficiency using the new curriculum or to a control group. They assessed participant knowledge, technical skills, and nontechnical skills in a live, anesthetized porcine model and in the human operating room. They found significant improvements in technical and nontechnical skills of the intervention group compared with the control group during assessment on the pig model; they found similar technical skills and superior nontechnical skills in the intervention group compared with those of chief residents in the same program [1].
nontechnical skills of the intervention group compared with the control group during assessment on the pig model; they found similar technical skills and superior nontechnical skills in the intervention group compared with those of chief residents in the same program [1] .
The authors need to be congratulated not only for developing a comprehensive skills curriculum for bariatric surgery but also for providing level I evidence of its effectiveness. The comprehensive nature of their curriculum stands out compared with similar curricula in the literature. In addition to incorporating cognitive knowledge and simulator training in technical skills, which is today's standard in most available skills curricula, they also addressed nontechnical skills. The importance of including nontechnical skills such as situation awareness, decision-making, communication and teamwork, and leadership in their curriculum is evidenced by studies that have found that these skills not only directly affect technical skills [2] but also influence patient safety [3] . Although it is not possible to glean from this study what the actual effect of nontechnical skills training was on resident overall performance, given its importance, nontechnical skill teaching should be part of all skills curricula.
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Additional evidence of the quality of this study is use of a proficiency-based skills curriculum for technical skill training. Proficiency-based training or mastery learning is the current gold standard in simulator training. This type of training sets expert-derived training goals and provides timely performance feedback to the learner [4, 5] , both important factors that promote deliberate practice, which is necessary for the acquisition of expertise [6] . Perhaps one of the biggest advantages of this type of training is that it is tailored to the unique needs of each learner. Instead of defining a number of repetitions or procedures that need to be done as traditional training mandates, it starts with the end goal in mind: The learner needs to practice until the required level of performance has been achieved, independent of how long or how many practice sessions it takes [4] . Although this type of training has become the standard in surgical skills curricula, its implementation into the main residency curriculum has yet to be accomplished in the United States. Studies such as this and others clearly provide the evidence we need to come closer to adopting proficiency based training for our resident curriculum [5] . It may be the solution to the commonly voiced concern of significant skill variability and lack of competency of graduating surgery residents [7] .
The equivalency of demonstrated technical skill between intervention group residents and chief residents may have additional implications for resident curriculum design. If using simulation and effective skills curricula such as this presented by Zevin et al. enables residents to achieve a level of performance or proficiency in a procedure sooner than traditional training allows, then this could be the basis of training acceleration. Residents who follow such training paradigms may not only be able to compensate for the decreased training opportunities that work hour limitations have imposed on them but even complete training sooner than traditional training has ever allowed. Such a training paradigm might make possible compressing general surgery training into fewer than 5 years and allow for fellowships to start sooner, as has been suggested previously [8] .
The curriculum presented did not lead to any improvement in knowledge of the intervention group, but this appears to have been because only a small proportion of participants actually completed the online 3 cognitive modules. It would have been advisable to mandate completion of the cognitive component before starting technical and nontechnical skills training. It should also be noted that the procedure this curriculum provided effective training for was laparoscopic jejunojejunostomy and not the whole laparoscopic gastric bypass procedure. Nevertheless, I have no doubt that enriching the existing curriculum with additional procedural steps of the lap gastric bypass would have led to a very similar effect on resident training.
In summary, the paper by Zevin et al. provides our field with a novel, comprehensive curriculum for training in aspects of laparoscopic gastric bypass and evidence of its effectiveness. It can serve as a template for future development of similar skills curricula in bariatric surgery and surgery in general.
